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COVID-19 remains to be a serious concern 
for certain subpopulation and requires 

continued public health response 



1. Sustain the national capacity gains and prepare for future 
events 

2. Integrate COVID-19 vaccination into life course vaccination 
programmes. 

3. Respiratory pathogen surveillance data sources to allow for a 
comprehensive situational awareness 

4. Prepare for medical countermeasures 
5. Continue to work with communities and their leaders to 

achieve strong, resilient, and inclusive risk communications 
and community engagement 

WHO Strategic preparedness and response plan: April 2023–April 2025, May 2023 



5 core components of COVID-19 
Health emergency preparedness, readiness and  response (HEPR) 

WHO will continue supporting member 
states as they adjust COVID-19 activities from 
the ten pillars outlined in the 2020, 2021 
and 2022 SPRPs to align with the integrated 
core components of WHO’s framework for 
effective, equitable, inclusive and coherent 
Health Emergency Preparedness, Response 
and Resilience (Figure 2).  

Table 2 aligns the 10 pillars with the five core 
components and briefly describes how each 

of the components relate to the COVID-19 
2023-2025 updated strategy. More complete 
descriptions of critical actions under each of 
the five core components appear  in Annex 
II. This updated global strategy will need to 
be further contextualized at Regional levels 
to take into consideration local context, 
capacities and challenges.  

Table 2. Alignment of COVID-19 operational pillars with core components of effective 
health emergency preparedness, response and resilience (HEPR) 

HEPR core component COVID-19 operational pillar

Emergency coordination Pillar 1. Coordination, planning, financing and monitoring                    

Collaborative surveillance Pillar 3. Surveillance, epidemiological investigation, contact tracing and 
adjustment of public health and social measures 
Pillar 5. Laboratories and diagnostics                                                                   

Community protection Pillar 2.Risk communication, community engagement (RCCE) and infodemic 
management 
Pillar 4. Points of entry, international travel and transport, mass gatherings 
and population movement  
Pillar10. Vaccines research, policy and strategy 

Safe and scalable care Pillar 6. Infection prevention and control and protection of the health 
workforce 
Pillar 7. Case management, clinical operations and therapeutics                         
Pillar 9. Strengthening essential health services and systems   

Access to countermeasures Pillar 8. Operational support and logistics and supply chains         
Pillar 10. Vaccines research, policy and strategy 

Figure 2 |  Five core components of COVID-19 preparedness, readiness and response
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6 2023 TRANSITION TO SUSTAINED MANAGEMENT OF COVID-19

From 10 pillars to the five components of health 
emergency preparedness, response and resilience

WHO Strategic preparedness and response plan: April 2023–April 2025, May 2023 



5 core components of COVID-19 
Health emergency preparedness, readiness and  response (HEPR) 

WHO Strategic preparedness and response plan: April 2023–April 2025, May 2023 

HEPR core component COVID-19 operational pillar 
Emergency coordination Pillar 1. Coordination, planning, financing and monitoring 

Collaborative surveillance 
Pillar 3. Surveillance, epidemiological investigation, contact 
tracing and adjustment of public health and social measures 
Pillar 5. Laboratories and diagnostics 

Community protection Pillar 2.Risk communication, community engagement (RCCE) 
and infodemic management 
Pillar 4. Points of entry, international travel and transport, 
mass gatherings and population movement 
Pillar10. Vaccines research, policy and strategy 



Global impact of the first year of COVID-19 vaccination:

Lancet Infect Dis 2022;22: 1293–302

• Findings 

• Vaccinations prevented 14·4 million (95% credible interval [Crl] 13·7–15·9) 
deaths from COVID-19 in 185 countries and territories between Dec 8, 2020, 
and Dec 8, 2021. 
• 19·8 million (95% Crl 19·1–20·4) deaths from COVID-19 averted when we used 

excess deaths as an estimate of the true extent of the pandemic, representing a 
global reduction of 63% in total deaths (19·8 million of 31·4 million) during the 
first year of COVID-19 vaccination. 

• In COVAX Advance Market Commitment countries, we estimated that In low-income countries, 
• 45% (95% CrI 42–49) of deaths could have been averted had the 20% vaccination 

coverage target set met
• 111% (105–118) of deaths could have been averted had the 40% target set



Globally, 22 November 2023, there have been 772,166,517 confirmed cases and 
6,981,263 deaths COVID-19

6 November 2023, a total of 13,534,602,932 vaccine doses have been administered 

November 2023



Results of COVID-19 Vaccine Effectiveness Studies: 
An Ongoing Systematic Review 
 
Forest Plots: Vaccine Effectiveness against Omicron Variant of 
Concern 
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BY STUDY POPULATION OF SPECIAL INTEREST 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

+ Indicates estimates that that include a follow-up time extending beyond 4 months post final dose. 

Vaccine effectiveness among older adults 

Death

Severe disease
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SECOND BOOSTER DOSE ABSOLUTE VACCINE EFFECTIVENESS AGAINST OMICRON 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

+ Indicates estimates that that include a follow-up time extending beyond 4 months post final dose. 

Death

Severe 
disease

Second booster Vaccine effectiveness vs , Omicron



Page | 19  
 

BIVALENT VACCINE ABSOLUTE VACCINE EFFECTIVENESS AGAINST OMICRON 
 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Absolute Vaccine Effectiveness of Bivalent mRNA Vaccines as a 1st, 2nd, or 3rd booster dose 

(booster table ref no) country, population, subvariant (if known) Absolute vaccine effectiveness of bivalent mRNA vaccines 1st, 2nd, 3rd booster 







Does Getting the latest 
Covid-19 vaccine matter?



COVID-19 cases reported by WHO Region, and global deaths by 28-day intervals, 
as of 24 September 2023

September 2023
2 

 

 

Global overview 
 
Data as of 24 September 2023 
 

Globally, the number of new cases decreased by 55% during the 28-day period of 28 August to 24 September 
2023 as compared to the previous 28-day period, with over 685 000 new cases reported (Figure 1, Table 1). 
The number of new deaths decreased by 34% as compared to the previous 28-day period, with over 1900 new 
fatalities reported. As of 24 September 2023, over 770 million confirmed cases and over six million deaths 
have been reported globally. 

Reported cases do not accurately represent infection rates due to the reduction in testing and reporting 
globally. During this 28-day period, only 41% (96 of 234) of countries reported at least one case to WHO – a 
proportion that has been declining since mid-2022. It is important to note that this statistic does not reflect 
the actual number of countries where cases exist. Additionally, data from the previous 28-day period are 
continuously being updated to incorporate retrospective changes in reported COVID-19 cases and deaths 
made by countries. Data presented in this report are therefore incomplete and should be interpreted in light 
of these limitations.  Some countries continue to report high burdens of COVID-19, including increases in 
newly reported cases and, more importantly, increases in hospitalizations and deaths – the latter of which are 
considered more reliable indicators given reductions in testing. Global and national data on SARS-CoV-2 PCR 
percent positivity are available on WHO’s integrated dashboard provided by the Global Influenza Programme. 
Recent data (epidemiological week 38) show that the SARS-CoV-2 PCR percent positivity rate from reporting 
countries averages approximately 17% (Figure 2).  

As many countries discontinue COVID-19-specific reporting and integrate it into respiratory disease 
surveillance, WHO will use all available sources to continue monitoring the COVID-19 epidemiological 
situation, especially data on morbidity and the impact on health systems. COVID-19 remains a major threat, 
and WHO urges Member States to maintain, not dismantle, their established COVID-19 infrastructure. It is 
crucial to sustain, inter alia, early warning, surveillance and reporting, variant tracking, early clinical care 
provision, administration of vaccine boosters to high-risk groups, improvements in ventilation, and regular 
communication. 

Figure 1. COVID-19 cases reported by WHO Region, and global deaths by 28-day intervals, as of 24 September 2023 
(A); 13 March to 24 September 2023 (B)** 

 

 

A 



COVID-19 cases reported by WHO Region, and global deaths by 28-day intervals, 
13 March to 24 September 2023
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**See Annex 1: Data, table, and figure note 

At the regional level, the number of newly reported 28-day cases decreased or remained stable across four of 
the six WHO regions: the African Region (-92%), the Western Pacific Region (-65%), the South-East Asia Region 
(-23%), and the Region of the Americas (+3%); while case numbers increased in two WHO regions: the 
European Region (+19%), and the Eastern Mediterranean Region (+53%). The number of newly reported 28-
day deaths increased across three regions: the African Region (+33%), the Eastern Mediterranean Region 
(+88%), and the South-East Asia Region (+111%); while death numbers decreased in three WHO regions: the 
Region of the Americas (-58%), the European Region (-54%), and the Western Pacific Region (-15%).  

At the country level, the highest numbers of new 28-day cases were reported from the Republic of Korea 
(392 073 new cases; -70%), Italy (60 885 new cases; +84%), the United Kingdom (29 959 new cases; -5%), the 
Russian Federation (28 441 new cases; +132%), and Mexico (26 746 new cases; +3%). The highest numbers of 
new 28-day deaths were reported from Australia (734 new deaths; +263%), Italy (232 new deaths; +6%), the 
Republic of Korea (122 new deaths; -80%), Mexico (106 new deaths; -26%), and India (103 new deaths; 
+758%). 
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28-day global COVID-19 new hospitalizations and ICU admissions, 
as of 17 September 2023 
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Figure 7.  28-day global COVID-19 new hospitalizations and ICU admissions, as of 17 September 2023 

 
 
 
Note: Recent weeks are subject to reporting delays and data might not be complete, note to interpret the data with caution. Cases included in grey 
bars in the graph are only from countries reporting hospitalizations or ICU admissions, respectively.   
 
Severity indicators 
 
The ICU-to-hospitalization ratio and death-to-hospitalization ratio have been key severity indicators for COVID-19 
throughout the pandemic. The ICU-to-hospitalization ratio is used to assess the proportion of patients requiring 
ICU admission in relation to the total number of hospitalizations. The death-to-hospitalization ratio is used to 
assess the proportion of deaths in relation to the hospitalized patients.  
 
These indicators are subject to the same limitations mentioned above and their calculations are limited to the 
countries reporting all relevant data elements (hospitalizations; and ICU admissions or deaths, respectively) in a 
given week or month. It should be noted that there may be differences in reporting among countries. For instance, 
in some countries, hospitalization data may include ICU admissions, whereas in others, ICU admissions may be 
reported separately. Furthermore, it is important to consider that some deaths might have occurred outside of 
hospital facilities.  
 
Overall, the ICU-to-hospitalization ratio has been decreasing since the peak in July 2021 when the ratio was 0.25, 
dropping below 0.15 since the beginning of 2022, and around 0.05 since the start of 2023. This suggests that a 
decreasing proportion of new hospitalizations require intensive care. 
 



Newly reported and cumulative COVID-19 confirmed cases and deaths, by WHO 
Region, as of 24 September 2023
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Table 1. Newly reported and cumulative COVID-19 confirmed cases and deaths, by WHO Region, as of 24 
September 2023** 

WHO Region 

Countries 
reporting 

cases in 
the last 
28 days 

New 
cases in  

last 28 
days (%) 

Change 
in new 

cases 
in last 

28 days 
* 

Cumulative 
cases (%) 

Countries 
reporting 
deaths in 

the last 
28 days 

New 
deaths 
in  last 

28 days 
(%) 

Change 
in new 
deaths 

in last 28 
days * 

Cumulative 
deaths (%) 

Western 
Pacific 

20/35 
(57%) 

458 757 
 (67%) -65% 207 284 734 

 (27%) 
6/35 

(17%) 
977 

 (50%) -15% 417 745 
 (6%) 

Europe 27/61 
(44%) 

177 642 
 (26%) 19% 276 134 635 

 (36%) 
17/61 
(28%) 

661 
 (34%) -54% 2 248 608 

 (32%) 

Americas§ 21/56 
(38%) 

38 858 
 (6%) 3% 193 286 267 

 (25%) 
6/56 

(11%) 
122 

 (6%) -58% 2 959 269 
 (43%) 

Eastern 
Mediterranean 

5/22  
(23%) 

5 201 
 (1%) 53% 23 394 122 

 (3%) 
2/22  
(9%) 

64 
 (3%) 88% 351 465 

 (5%) 

South-East Asia 7/10  
(70%) 

3 070 
 (<1%) -23% 61 205 037 

 (8%) 
3/10 

(30%) 
118 

 (6%) 111% 806 781 
 (12%) 

Africa 16/50 
(32%) 

1 634 
 (<1%) -92% 9 569 874 

 (1%) 
3/50  
(6%) 

8 
 (<1%) 33% 175 435 

 (3%) 

Global 96/234  
(41%) 

685 162 
 (100%) -55% 770 875 433 

 (100%) 
37/234 

(16%) 
1950 
 (100%) -34% 6 959 316 

 (100%) 
*Percent change in the number of newly confirmed cases/deaths in the past 28 days, compared to 28 days prior. Data from previous weeks 
are updated continuously with adjustments received from countries. 
§ Starting from the week commencing on 11 September 2023, the source of the data from the Region of the Americas was switched to 
aggregated national surveillance, received through the COVID-19, Influenza, RSV and Other Respiratory Viruses program in the Americas. Data 
have been included retrospectively since 31 July 2023.  
**See Annex 1: Data, table, and figure notes                                                                                                                                                                     
 
Figure 2. SARS-CoV-2 test positivity rates and specimens reported to FluNet; 5 January 2020 to 24 September 2023  

 
 
Source: Influenza and SARS-CoV-2 surveillance data reported to FluNet; Global Influenza Surveillance and Response System

November 2023



How good is the duration of protection from COVID-19 vaccination against Omicron 
compared to earlier strains of COVID-19 and compared to other commonly used vaccines?

PRE-OMICRON COVID-19 vaccines were, on average, more effective against earlier strains of 
the virus and the speed of decline in effectiveness was generally less pronounced (a study in The 
Lancet provides a good summary of the duration of protection after vaccination pre-Omicron).

COMPARED TO MEASLES AND PERTUSSIS VACCINES COVID-19 vaccine protection 
against symptomatic disease and infection declines quickly compared to measles and pertussis 
vaccines, which provide protection over many years. But, it has yet to be seen how long 
protection against severe disease is maintained.  

SPECIFIC VACCINES: Limited or no data are available on the duration of protection for inactivated 
and protein subunit vaccines. Particularly, no data are available for BBIBP-CorV (Sinopharm) and 
Covaxin (Bharat BioTech).
BOOSTER DOSE: Beyond 5 months, we’re not sure how long boosters protect against Omicron.
PAST INFECTION: Having had COVID-19 infection, with or without COVID-19 vaccination, 
provides some protection against re-infection and symptomatic disease and better protection 
against severe disease, but we’re not sure how long this protection lasts.
OLDER ADULTS: Only 2 of the studies analyzed, both of severe disease, evaluated protection in 
older adults but both showed similar protection and duration of protection as the general population.

FACT SHEET

What we don’t know about the duration of protection from COVID-19 vaccines

Measles vaccine
(2 doses)

Pertussis vaccine 
(3 doses)

Initial 
Vaccine Effectiveness 

Vaccine Effectiveness 
after 10 years

Vaccine Effectiveness 
after a booster dose

COVID-19 vaccine (primary series)

VE declines 
by 6 months

Omicron
symptomatic

disease

Omicron
severe

disease

VE sustained 
up to 6 months

VE declines 
by 6 months

VE sustained up 
to 6 months

How Long do COVID-19 Vaccines Protect Against Omicron?

~97% ~97%

~80% ~40% ~80%

~57% ~8%

~69% ~61%

~58% ~26%

~88% ~75%

https://view-hub.org/covid-19 October  2022



Whom we should prioritize to 
receive the latest Covid-19 vaccine?



WHO 
CONSIDERATIONS WITH REGARDS TO VARIANT-CONTAINING BOOSTERS

• When deciding to implement additional boosters, each country needs to take into
• age structure of the population
• the current and potential burden of severe COVID-19 disease and 

hospitalizations
• the availability and access to vaccines including variant-containing vaccines;

• near-term preparedness planning, countries should consider demand 
forecasting for booster doses for high priority-use groups for the 
years 2023 and 2024





WHO SAGE roadmap on uses of COVID-19 vaccines in the context of Omicron and substantial population immunity 
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Recommendations for updates to COVID-19 vaccine antigen 
composition

• XBB.1 descendent lineages predominate SARS-CoV-2 
circulation globally. In order to improve protection, in particular 
against symptomatic disease, new formulations of COVID-19 
vaccines should aim to induce antibody responses that 
neutralize XBB descendent lineages.
• One approach recommended by TAG-CO-VAC is the use of 

a monovalent XBB.1 descendent lineage, such as XBB.1.5

18 May 2023 WHO recommendation on composition of antigen of COVID19 vaccines  



CDC/ACIP Covid-19 vaccine recommendations , 2023 Sept 

Vaccine Pregnancy

Immuno- 
compromised 
(excluding HIV 

infection)

HIV infection CD4 
percentage and count Asplenia, 

complement 
deficiencies

End-stage  
renal  

disease, or on  
hemodialysis

Heart or 
lung disease; 
alcoholisma

Chronic liver 
disease Diabetes Health care 

personnelb

Men who 
have sex  
with men<15% or 

<200 mm3
≥15% and 
≥200 mm3

COVID-19 See Notes

IIV4 or RIV4 1 dose annually

LAIV4 Contraindicated Precaution 1 dose annually

Tdap or Td 1 dose Tdap each 
pregnancy                                                                                          1 dose Tdap, then Td or Tdap booster every 10 years

MMR Contraindicated* Contraindicated 1 or 2 doses depending on indication

VAR Contraindicated* Contraindicated 2 doses

RZV 2 doses at age ≥19 years 2 doses at age ≥50 years

HPV Not 
Recommended* 3 doses through age 26 years 2 or 3 doses through age 26 years depending on age at initial vaccination or condition

Pneumococcal 
(PCV15, PCV20, 
PPSV23)

HepA

HepB 3 doses
(see notes) 2, 3, or 4 doses depending on vaccine or condition

MenACWY

MenB Precaution

Hib 3 doses HSCTc 
recipients only 1 dose

1 or 2 doses depending on indication, see notes for booster recommendations

2 or 3 doses depending on vaccine and indication, see notes for booster recommendations

2, 3, or 4 doses depending on vaccine

Table 2 Recommended Adult Immunization Schedule by Medical Condition or Other Indication, United States, 2023

  Recommended vaccination 
for adults who meet 
age requirement, lack 
documentation of 
vaccination, or lack 
evidence of past infection

  Recommended vaccination 
for adults with an additional 
risk factor or another 
indication

  Recommended vaccination 
based on shared clinical 
decision-making

  Precaution–vaccination 
might be indicated if 
benefit of protection 
outweighs risk of adverse 
reaction

  Contraindicated or not 
recommended–vaccine 
should not be administered. 

*Vaccinate after pregnancy.

 No recommendation/ 
Not applicable

oror

a. Precaution for LAIV4 does not apply to alcoholism. b. See notes for influenza; hepatitis B; measles, mumps, and rubella; and varicella vaccinations. c. Hematopoietic stem cell transplant.

1 dose PCV15 followed by PPSV23 OR 1 dose PCV20 (see notes)

Vaccine 19–26 years 27–49 years 50–64 years ≥65 years

COVID-19 2- or 3- dose primary series and booster (See Notes)

Influenza inactivated (IIV4) or 
Influenza recombinant (RIV4) 1 dose annually

Influenza live, attenuated
(LAIV4) 1 dose annually

Tetanus, diphtheria, pertussis 
(Tdap or Td)

1 dose Tdap each pregnancy; 1 dose Td/Tdap for wound management (see notes)

1 dose Tdap, then Td or Tdap booster every 10 years

Measles, mumps, rubella 
(MMR)

                                                                      1 or 2 doses depending on indication  
                                                                      (if born in 1957 or later)

For healthcare personnel,  
see notes

Varicella  
(VAR)

2 doses
(if born in 1980 or later) 2 doses

Zoster recombinant  
(RZV) 2 doses for immunocompromising conditions (see notes) 2 doses

Human papillomavirus (HPV) 2 or 3 doses depending on age at 
initial vaccination or condition 27 through 45 years

Pneumococcal
(PCV15, PCV20, PPSV23)

1 dose PCV15 followed by PPSV23
OR

1 dose PCV20 (see notes)

See Notes

See Notes

Hepatitis A  
(HepA) 2, 3, or 4 doses depending on vaccine

Hepatitis B  
(HepB) 2, 3, or 4 doses depending on vaccine or condition

Meningococcal A, C, W, Y 
(MenACWY) 1 or 2 doses depending on indication, see notes for booster recommendations

Meningococcal B  
(MenB)

Haemophilus influenzae type b 
(Hib) 1 or 3 doses depending on indication

oror

  Recommended vaccination for adults who meet age requirement,  
lack documentation of vaccination, or lack evidence of past infection  Recommended vaccination for adults with an 

additional risk factor or another indication  Recommended vaccination based on shared 
clinical decision-making  No recommendation/

Not applicable

2 or 3 doses depending on vaccine and indication, see notes for booster recommendations

19 through 23 years

2, 3, or 4 doses depending on vaccine or condition

Recommended Adult Immunization Schedule for ages 19 years or older, United States, 2023
COVID-19 vaccination recommendations have changed. Find the latest recommendations at www.cdc.gov/covidscheduleTable 1

The 2023–2024 formulation COVID-19 
• monovalent vaccine based on the Omicron XBB.1.5 sublineage of 

SARS-CoV-2. 



US CDC/ACIP Covid-19 vaccine recommendations , 2023 Sept 

COVID-19 vaccination history
prior to updated (2023–2024 Formula) 

vaccine

Number of updated (2023–
2024 Formula)

doses indicated

Interval between doses

Unvaccinated
Moderna

Pfizer 
Novovax

1
1
2 Dose 1 and Dose 2: 2-3 

week
1 or more doses any mRNA; 1 or more 
doses Novavax or Janssen, including in 
combination with any Original 
monovalent or bivalent COVID-19 
vaccine doses

1 At least 8 weeks
after last dose



US CDC/ACIP Covid-19 vaccine recommendations for people who 
are moderately or severely immunocompromised, 2023 Sept 
COVID-19 vaccination history

prior to updated (2023–2024 Formula) 
vaccine

Number of updated (2023–
2024 Formula)

doses indicated

Interval between 
doses

Unvaccinated
Moderna

Pfizer 
Novovax

3
3
2

Dose 1 and Dose 2: 4 
weeks
Dose 2 and Dose 3: At 
least 4 weeks

1 or more doses any mRNA; 1 or more 
doses Novavax or Janssen, including in 
combination with any Original 
monovalent or bivalent COVID-19 
vaccine doses

1 At least 8 weeks
after last dose



Department of Health
/doh.gov.ph

Republic of the Philippines

Since May 2023, ILI cases have been plateauing with an average of 
approximately 4,000 cases reported per week; Reported cases in 
recent weeks are lower compared to the past 5 years

Note:    Data in the area shaded in red may still change with incoming reports

Reported ILI Cases by Symptom Onset Date
Philippines, Jan 1, 2023 – Sep 16, 2023 (MW 1 to MW 37 2023)



Department of Health
/doh.gov.ph

Republic of the Philippines

Top Causative Agents of ILI cases in the Philippines, 
from January 1 to September 16, 2023

Note: Only cases subjected to RT-PCR testing and cases with only one causative agent were included in the table above. Other causative agents such 
as HBoV (Human Bocavirus), HCoV (Human Coronavirus), HMPV (Human metapneumovirus) were also detected among positive samples, albeit in 
relatively low numbers.

Causative Agent
Total

(January 1 - September 16, 
2023)

August September 1 - 16

SARS-CoV-2 536 (44.69%) 5 (18.60%) 1 (20.00%)
Influenza A 249 (15.54%) 4 (9.30%) 1 (20.00%)
Rhinovirus 177 (11.05%) 0 (0.00%) 0 (0.00%)

Parainfluenza 131 (8.18%) 2 (4.65%) 1 (20.00%)
Influenza B 51 (3.18%) 4 (9.30%) 1 (20.00%)
Adenovirus 43 (2.68%) 0 (0.00%) 0 (0.00%)
Enterovirus 30 (1.87%) 0 (0.00%) 0 (0.00%)

RSV 27 (1.69%) 13 (30.23%) 0 (0.00%)

Looking at ALL disease reporting units, the primary causative agents 
that were prominent in previous years are still being observed in 
2023, and their strains or sub-types have remained consistent.



WESTERN PACIFIC REGION SOUTH-EAST ASIA REGION



Conclusion

• With new Covid-19 VOCs still causing new infections and 
hospitalizations in co-circulation with other respiratory viruses, 
possibility of peaks is expected
• Variant-specific Covid-19 vaccinations is important to protect the 

priority population at risk of hospitalizations and complications 
• Long-term vaccination program should aim in including Covid-19 

aside from other vaccine preventable diseases like influenza , 
pneumonia part of life-course vaccination for vulnerable population
• Surveillance and tracking of ILIs is key to prevention of outbreaks 


